Maintenance programmes lasting one or two years or even longer are generally recommended to improve long-term outcome after weight reduction. They may not be practical for several reasons: it is not known whether they really improve long term outcome or only delay relapse; they may lessen patients' motivation to take full responsibility for their life-style changes; and they need extra resources. Some series on treatment of obesity and experience with successful maintainers suggest that satisfactory long-term outcome can also be achieved without long maintenance programmes. We believe that weight reduction programmes lasting 4 ± 6 months can be developed to ensure better maintenance. The programmes should adopt a patient centred approach, support patients' full responsibility for lifestyle changes, and use principles and methods acceptable for most obese people.
Introduction
The most common strategy used for weight reduction method is group therapy. During 15±25 sessions over 4±6 month periods the patients are advised to make permanent life-style changes which should lead to a decreased energy intake and increased energy expenditure. The principal tools are behavioural modi®ca-tion techniques. Weight reduction can be augmented considerably by use of a very low energy diet (VLED). With these approaches weight loss is satisfactory in many obese patients but within one or two years the majority have regained most of the weight lost. 1 Therefore, the major challenge of obesity treatment is maintenance of weight loss after weight reduction.
A generally adopted strategy to improve long-term outcome has been prolongation of contact between the therapist and patients. Obesity is regarded as a chronic disease, and like other chronic diseases its control may need long or even continuous support from a therapist. 2, 3 In practice this means longer weight reduction or special maintenance programmes. The maintenance programmes are scheduled to follow the ordinary weight reduction programme and consist usually of monthly or biweekly sessions for one or two years.
We argue that maintenance programmes may not be the only way to improve maintenance. They have several problems and alternative approaches should be developed.
Problems of maintenance programmes
In some studies maintenance programmes have worked satisfactorily. Perri et al 3 found that after the treatment of obesity, multifaceted programmes, which comprised of continued professional contact, skills training, social support, and exercise, can enhance maintenance for up to 72 weeks. In general, however, long patient-therapist contact seems not to be very effective. Many long-lasting weight reduction and maintenance programmes have shown weight regain already during the programme. 4 ± 6 Moreover, follow-up times after maintenance programmes have usually been for less than a year. 4, 7 It is not known if they really improve long-term outcome or only delay weight regain.
Many published studies on maintenance programmes have included selected clients recruited by advertisements in newspapers. 2 Therefore, their results may not be applicable to clinical patients attending health centres and hospitals. We have experimented with various maintenance programmes with severely and morbidly obese patients referred to our obesity clinic. During monthly sessions or individual appointments with a specialised nurse after 4 months of group therapy the attrition rate during the maintenance visits has been unbearably high making the system impractical (unpublished observations).
An important question is how a long patient-therapist relationship affects the patient's attempts to strive towards life-style changes. The knowledge that he or she will be under the safe supervision of a therapist for one or two years may lessen the patient's search for change. Previous studies have shown that motivation for life-style changes is subject to disturbances. In the classical series by Stunkard et al 8 an appetite supressant drug together with behavioural modi®cation during a 6-month weight reduction programme led to poorer maintenance than behavioural modi®cation alone. This suggests that external support, in that study in the form of a drug, may lessen patients' motivation to implement permanent changes. Analogously, long external support by a therapist may have the same effect. At present no studies on the subject are available, but we believe that this possibility should be taken seriously.
Finally, a major disadvantage of long maintenance programmes is that they need extra resources. The approach may not be realistic in the global economic crisis of health care. In many countries half of the adult population is overweight and 10±20% are obese. For them a patient-therapist contact lasting years or the rest of their lives is not economically viable and is even intellectually daunting.
Lessons from maintainers
Although most published studies on maintenance have demonstrated a poor long-term outcome there are some with a satisfactory outcome 5±10 y after weight reduction. 9 ± 12 These results have been achieved using various approaches and not all studies used maintenance programmes. For example, in our study morbidly obese patients took part in a programme which consisted of 15 weekly sessions and included a 6±8-week VLED period. 12 After ®ve years 58% of all patients who started the programme and 75% of those who completed the programme weighed at least 5% less than before treatment.
Recent studies on subjects who have successfully maintained their reduced weight give us additional information about factors involved with long-term outcome. Findings from the National Weight Control Registry in the Unites States show that these subjects used different and individual approaches to maintain their reduced weight and most had succeeded without formal maintenance programmes. 13 According to other studies, behaviour characteristics of weight maintainers include the ability to take control of and responsibility for their lives.
14,15 A long patienttherapist contact may not strengthen this purpose.
A patient centred approach
During the last ten years much has been learned about motivation and changing behaviour. 16 ± 19 The way a therapist advises his or her patients for life-style changes may be of crucial importance for motivation and, therefore, for maintenance. External control is not likely to promote life-style changes. Better longterm results can probably be achieved if the patients are encouraged to take total responsibility for the changes and the therapist avoids all supervision. Prescribing' diet or exercise does not motivate patients and ®xed recommendations or diet lists and exercise programmes are unlikely to lead to permanent changes. In the more motivating patient-centred approach, the therapist gives information and alternatives, the patients make decisions and choices. 19 In the patient-centred approach even minor changes are encouraged although they may not be as complete as the therapist expects.
Also new principles and methods may be needed to make permanent life-style changes acceptable for most obese people. For example, a ®xed diet, for example, 1200 or 1500 kcalad, is complicated and laborious and may not continue life-long. Reducing fat content of food without counting calories probably leads to better long-term outcome. 12, 20 Similarly, a threshold for programmed leisure time exercise may be beyond the reach of most obese people. It may be more acceptable to ®nd a suitable life-style exercise and to increase everyday physical activity. Knowledge about motivational and behavioural aspects of physical activity 21 may be taken into consideration in weight reduction programmes.
Conclusions
Predisposition to obesity may be life-long but alteration of life-style is not necessarily a life-long process. Therefore, in that sense obesity cannot be compared with many chronic diseases which need continuous treatment and regular intervention by medical experts. At present limited evidence is available to support the idea that a patient-therapist contact lasting one to two years or even longer improves long term outcome. Maintenance programmes may work in experienced hands but they may not be the only approach to improve weight maintenance.
Principles and rules concerning changing human behaviour have not been fully used in weight reduction programmes. We believe that the content of weight reduction programmes lasting for 4 to 6 months can be developed to help patients to get adequate skills for better weight maintenance and to motivate them to take responsibility for their life-style Maintenance programmes after weight reduction P Mustajoki and T Pekkarinen changes. This approach should be developed and its applications investigated.
